BORDI';Aux. It seems that after th~publication of the important work of Messrs. Nelaton and Ombredanne the question of rhinoplasty has been so completely studied and adjusted to the requirements that there is nothing further to be added to that interesting treatise. The various procedures for restoring a loss of the nasal appendage as a whole or any of its parts have really been set forth and discussed in a masterly manner in the work to which I have just made allusion. Furthermore, in setting forth the criticism of each method the authors have added their own personal note, following what they have called preferable procedures which they recommend using in certain cases determined beforehand.
But the present war has resulted in much more extensive destruction than that due to syphilis or surgical operations to . which the nose has been subjected. Many wounds indeed exceed all anticipations .and evade the most minute descriptions. Besides this, operations performed in consequence of warwounds deal with cases where the soft parts and the framework of the nose are destroyed and also with those in which there are thick cicatricial keloid tissues difficult to remove and also to unite, and with the tendency to become infected and to suppurate, thereby rendering external restorations of the organ of smell very complicated and very hazardous.
Wounds from bullets are usually simple enough, causing little shattering especially when they make a single perforation which, if it does not involve the opening of the nostril, will cause slight disfigurement in consequence.
On the other hand shell and grenade fragments often cause extensive destruction of a part or even the whole of the nose (soft parts and framework) involving the neighboring parts, eyelids, cheeks, superior maxillaries, accessory cavities, etc. What characterizes such wounds is that generally healing occurs with the formation of scar or new formed tissue, thick and adherent, which is consequently difficult to use for plastic work, to such an extent, that it is very often preferable to remove it and to replace it with other more pliant and easily Figure 2 . Tracing of first operation. The nose has been resected and the cicatri zed tissues removed.
handled and more healthy issue, borrowed from the adjacent parts.
The skin of the forehead under the circumstances has very often been used by us when that region had been spared by the projectile.
In war rhinoplasty intended to supply loss of important substance, especially when there has been an anfractuosity, we must expect to make not one but several operations to obtain the best esthetic results, which is the ideal sought. To close the orifices of communication with the outside and to restore the soft parts constitute u·sually the first part of the reconstruction treatment; to restore or to create some portion of the bony bridge of the nose will almost always be the indispensable accompaniment of the earlier operations. In order to render the subsequent operations easier and more effective, specialists, surgeons or physicians, whose duty it is to give the first treatment to those who have nasal wounds, should exercise the greatest care to preserve the natural passages, that is, the nasal cavities and especially the orifices of the nostrils. Indeed we have very often had occasion to see wounded men whose restoration externally was entirely satisfactory, but in whom the nasal passages were filled with fibrous cicatricial tissue, making nasal respiration impossible or in whom the natural orifices were subjected to atresia or closed hy vicious cicatricial growths.
Therefore to retain the respiratory function, where there has been a wound of the nose or the face, it should be the first duty of the surgeon to insert a gauze tent into the nasal orifices and later a rubber drain. The esthetic treatment will come last and will be almost secondary.
This part of endonasal therapeutics was not subject to study by Nelaton and Ombredanne, who had no special reason to devote their attention to it. as they were concerned especially with external imperfections in the form of the organ of smell, imperfections caused by diseases or operations which, in the main, would not interfere with the respiratory function of this advance sentinel of the organs of respiration. Serious or even slight wounds in the face and nose injuring both the outside and inside of this organ require in consequence a treatment which takes c~re at the same time of the functions which it is intended to conserve: respiration and the sense of smell as well as its external form.
. The case, with illustrations here reported, was particularly interesting from these different points of view. It is chosen from among many because of the extent of the lesions and the perfect result obtained from the functional and esthetic points of view.
Open wound in the nose and face (left side) caused by a grenade fragment. Nasal plastic, including the bony bridge (crest of the tibia). Service of Prof. Moure.
Sergeant V.-Thirty-four years old, Fifteenth Infantry. Wounded in face Feb. 1, 1915, by a fragment from a grenade. Considerable loss of the nasal substance extending from the middle of the nose to 1 cm. from the intersuperciliary line and extending externally. and downward towards the left ala. This opening was at least 1 cm. wide and 4 cm. long and' the soft parts were divided as in paralateronasal rhinoplasty. Thẽ bones of the nose proper on the left side and the floor of the nose were broken away and even destroyed. Through the opening the septum was observed forcibly turned to the right side and with two apertures cut as if with a punch, ?lirallel and extending to the bony bridge of the nose. There was edema of left lower eyelid but no trace of facial paralysis.
The left maxillary sinus, which was opened and which was infected and suppurating, was at that time (March 20, 1915 , when the patient arrived in the· hospital), in good condition, and there was no nasal secretion.
.(lfter having reestablished the caliber of the nasal chambers, obstructed by the cicatricial tissue, by removing all of the cicatricial tissue which blocked up the nasal chamber and formed synechiae between the inferior and middle turbinates particularly on the left side, we proceeded on June 21, 1915, to the formation"of the nose, freshening up the edges and removing the cicatricial tissue and replacing the nose in position.
In spite of this operation, it was unsuccessful; the original opening did not dose up, for the reason that at the newly formed cicatricial tissue a misshapen opening still remained.
On Nov. 9, 1915, a new operation was undertaken. All of the cicatricial tissue which formed an imperfect restoration was removed (Fig. 4) . These keloid cicatrices were replaced by a frontal strip cut as shown in the fig. 5 , so as to provide healthy, pliable tissue. The patient was then dismissed for a month of convalescene. On his return, Dec. 1, 1915, he was massaged under warm air which gave good results by making the tissues of the nose pliable.
The outside opening was thus completely closed; the patient was breathing satisfactorily through his two nares; the nasal cavities were not entirely free because of the deflection of the septum and a few fibrous synechi:£; the bony bridge of the nose was absent and there was quite a deep saddle-shaped hollow present. April 17, 1916, nasal osteoplasty was performed. A triangular strip of bone from the crest of the left tibia about 4 em. was inserted, after it had been trimmed above and below, into an incision made in the upper part of the root of the nose, so as to make a new bridge for the nose. When the strip had been introduced the nose was raised up from the root to its lower extremity. Then the wound was sutured.
The patient did not spit up any blood or blow any out through the nose which showed that the mucous membrane was not injured. June 14, 1916. As the right nasal chamber was still obstructed by the dislocated septum the air did not pass through this opening. The left nasal chamber, on the other hand, was larger in spite of the presence of a little synechia from the turbinate to the septum (middle portion). Further, a small perforation was visible through the left nasal chamber. The cartilage of the dislocated septum was resected with a knife in the right nasal fossa. In this way, the perforation was enlarged. The end of the corresponding turbinate was resected with forceps and finally the operator destroyed the fibrous bridge in the opposite nostril.
August 24, 1916, the patient was transferred to the ophthalmologic section. He has been accepted as fit for servire.
Comment.-The figures accompanying this observation show much better than a close description could by what series of operations the result sought was secured.
Facts of this kind are evidently numerous but nevertheless they deserve to have themselves added to those already known and often described in the work to which reference was made at the beginning of this article.. They well prove that individual initiative ought ·still at the present time to add to the classical descriptions, for a projectile or at least certain projectiles may make mutilations which could not have been anticipated in advance; it is therefore impossible to establish a fixed rule which must be followed and a chosen method which is best to apply as each case will have its own general as well as special indications. .
